Dear Editor:

Palliative care was first defined by World Health Organization (WHO) in 1989, as care especially for "patients whose disease is not responsive to curative treatment."^[@B1]^ WHO further broadened the target population to "the patients and their families facing the problems associated with life-threatening illness" in 2002.^[@B2]^ Furthermore, the scope of palliative care has become even broader over time, which resulted in the idea that "palliative care" should be delivered regardless of the diagnosis and prognosis, the time, and the place/situation.^[@B3]^ Although cardiologists totally agree that the key concept of palliative care by WHO should be improving the patients\' quality of life (QOL), we have difficulty differentiating between "palliative care" and "medicine" itself, which are overlapped significantly. We believe that this is the reason why Cairns W stated that "no other area of health care seems to have gone to such lengths to write definitions of itself as has palliative care."^[@B4]^

In spite of the recent attention to palliative care for noncancer patients, such as those who suffer from heart disease, the definition of palliative care is too comprehensive and vague for many nonpalliative care specialists, such as cardiologists and primary care physicians, to understand. We better comprehend the essence of palliative care as a "problematization" to improve the patients\' QOL, which is consistent with current professional knowledge and availability. Problematization in medicine refers to the question of "what is a current problem that I as health care provider can do to improve patients\' QOL?"^[@B5]^ Admitting that problematization is the essence of palliative care, the historically broadening scope can be explained and easier to understand.

Several decades ago, we initially developed "palliative care" to cope with not only the physical pain that patients experienced but also other pains, such as spiritual ones, to resolve problems that existed. There was a gap between the support that medicine provided in that era and the patients\' needs. For example, early-stage cancer patients faced pains that medicine was unprepared to care for appropriately. Now, considering the plateau diagnostic capacity and treatment efficacy for noncancer patients with chronic diseases, such as heart failure and respiratory disease, new issues have developed related to clinical decision making under uncertain outcomes. Therefore, the chief role of palliative care now might be "advance care planning" and support in the decision-making process in addition to pain relief. In this way, the scope of palliative care has changed as a result of the external situation and resource availability. Therefore, the concept of "problematization" as the essence of palliative care might make it easier for clinicians to understand rather than basing their understanding on the WHO definition of palliative care.
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